ACUTE GENERAL PERITONITIS WITHOUT DE¬ 
MONSTRABLE LESION . 1 


BY EDWARD MARTIN, M.D., 

OF PHILADELPHIA, 

Professor of Clinical Surgery In the University of Pennsylvania. 

Case I.—A. L., (referred by Dr. Wilcox), aged 9 years, with 
a negative family and personal history, had been generally misera¬ 
ble for two weeks. On. the day previous to her admission to the 
hospital she was seized suddenly with severe epigastric pain, 
accompanied by vomiting. The vomiting was repeated, and on 
the following day was accompanied by diarrhoea. 

On her admission her temperature was 101.4, pulse 54, and 
respiration 28. She lay on the right side with her legs drawn up. 
The abdomen was universally tender, this symptom being perhaps 
more marked over McBurney’s point. The muscles were rigid 
but not markedly so. There was absent peristalsis and repeated 
regurgitant vomiting. White blood-count 59,640. The diag¬ 
nosis of general peritonitis was made, probably dependent upon 
perforative appendicitis or typhoid perforation, and immediate 
operation was performed. This showed the belly full of sero-pus 
with congested but not markedly inflamed intestines. Cultures 
showed a pure streptococcus infection. There were no pseudo¬ 
membranes and the operation was completed in a few minutes, 
the belly cavity being thoroughly drained. The appendix was 
normal. 

The patient died on the third day from septic intoxication. 
A searching post-mortem examination revealed no cause for the 
peritonitis. 

Case II.—L. L., aged 10 months; referred by Dr. Hoban; 
was seized with fever and constipation lasting one day and re¬ 
lieved by a teaspoonful of castor oil. A week later while seated in 
a high chair the latter tipped forward. The child was, however, 
caught before she struck the floor, though her abdomen struck 
against the guard common on such chairs. She cried for half 
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an hour, was peevish some little time after this, and then seemed 
as well as ever and her accident was forgotten,—even her diet, 
which contained among other things, bologna sausage, not being 
changed. 

On the second day following the fall the child had a tempera¬ 
ture of 104°, Calomel was given in 1/10-grain doses for three 
days, 3 grains in all being administered, but without result, though 
the mother had reinforced the doctor’s efforts by syrup of figs and 
castor oil on her own responsibility. Because of the persistent 
constipation, intestinal obstruction was suspected and about two 
dozen eneniata, some containing turpentine, were given without 
effect. The fever subsided, but vomiting became a more and 
more distressing feature of the case. During two days more 
large doses of castor oil, calomel and some croton oil were admin¬ 
istered. On the fifth day of symptoms and the seventh day after 
the accident the child was admitted to the Howard Hospital. 
She was breathing 46 to the minute, with temperature of 100 2/5 
and pulse imperceptible at the wrist. Vomiting was effortless and 
frequent, a thin, greenish material welling out from the mouth 
and nose. Abdominal palpation showed a rigid tympanitic belly, 
dull in flanks, and absent peristalsis. The child was treated by 
enemata, normal salt solution and whiskey being passed in slowly 
under very gentle pressure. The pulse improved in quality until 
it could be counted 144 to 154 at the wrist, but the child died in 
a few hours without showing reaction enough to justify any 
intervention which seemed to promise success. A careful autopsy 
was performed which failed to show any visceral lesion. The 
peritoneal cavity was full of extremely foul milky pus containing 
flakes of lymph. Bacteriological examination of this discharge 
was not made. 

Case III.—M., aged 8 months; two or three days after a 
slight abdominal trauma, began to cry and vomit. Treated 
by purgatives to no effect. I saw her on the third day of her 
illness, when she presented a swollen, tympanitic belly, full in the 
flanks, without peristaltic sounds, a weak rapid pulse and hurried 
respirations and the facies of profound toxemia. There had 
been no bowel movement and vomiting was recurrent and regur¬ 
gitant in type. The parents absolutely refused operative inter¬ 
vention and the child died in the course of 36 hours. Opportu¬ 
nity for complete autopsy was not given. The stomach and 
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intestines were removed and most carefully examined. There 
was no inflammatory or perforative lesion. 

These three cases occurring in my own experience suggest 
that we are possibly going through a period of over-reaction 
against the dark ages, when acute suppurative peritonitis with¬ 
out visceral or parietal causative lesion was regarded as com¬ 
mon. We are now used to finding a visceral lesion in cases of 
acute peritonitis and our operations, even those of emergency, 
are so planned as to reach the cause of the inflammation. 
When we fail to find a definite local focus from which infection 
has spread we are prone to attribute this to an error in diag¬ 
nosis, and an incomplete exploration usually necessitated by 
the profoundly septic condition in which these patients come to 
operation. 

That there is or has been a lesion in cases of peritonitis 
following slight trauma cannot be doubted. It is certainly true, 
however, that this lesion may be beyond macroscopic detection. 
The indications for evacuation of pus and relief of tension are 
none the less absolute. It would seem advisable in cases of 
acute diffuse septic peritonitis in the absence of a preceding 
history pointing to a definite causal lesion to be content with an 
incision in the right lower abdominal segment, thus permitting 
a rapid exploration of the region from which most abdominal 
infections originate. If no causal lesion be found nor evi¬ 
dences of gastro-intestinal perforation further exploration 
should be omitted. This exploratory operation in the case of 
adults should be performed under local anaesthetics. With the 
majority of children the effect of fright and pain is far more 
depressing than that of a general anaesthetic, hence in them 
nitrous oxide should be used, since their struggle against it is 
brief and it is without serious after-effect. 



